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5B1    DIABETIC RECORD

PEDIATRIC ASSESSMENT HEALTH PROFILE

St.Vincent Diabetes Center
8220 Naab Road, Suite 102 • Indianapolis, IN 46260
Phone: (317) 338-2349 • Fax: (317) 338-2797

GENERAL INFORMATION
1. Name: _________________________________________________________ Date of Birth:________________________
2. Height:_________________    Weight:___________________    Weight prior to diagnosis: ________________________
3. Type of diabetes:    Type 1    Type 2    Prediabetes    PCOS
4. Date of diagnosis:_______________________
5. List family members with diabetes: ______________________________________________________________________
6. Who do you live with?__________________________________________________________________________________
7. Who are your main caregivers? _________________________________________________________________________
8. Please describe any religious or cultural practices that could affect your diabetes care or food choices:

_____________________________________________________________________________________________________
9. Current grade in school:________________________________________________________________________________
10. How do you get to school?    Bus    Carpool    Parent/Guardian’s car    Walk    Drive
11. School Day Weekend/Vacation

EDUCATIONAL NEEDS
1. In your own words: What is diabetes?____________________________________________________________________
2. Have you had diabetes education before?   Yes  No

If yes, where and when?________________________________________________________________________________
3. How interested are you in learning about diabetes?

Somewhat    A little    A lot    Extremely Interested
4. What do you want to learn about today?

Activity    Insulin/Medication    Diabetes disease process    Reducing risk of diabetes complications
Eating    Checking blood sugar    Lifestyle changes    Adjusting to diabetes diagnosis

5. How do you learn best?    Reading    Practicing    Talking    Watching    Listening    Electronic media
6. Do you have any special learning needs?    No    Yes, describe:________________________________________
7. What is your primary language?_________________________________________________________________________
8. What language do you prefer for learning? _______________________________________________________________
9. As a parent or guardian, how often do you need help reading pamphlets or instructions from the doctor?

Never    Rarely    Sometimes    Often    Always

PLEASE FILL IN ALL TIMES THAT APPLY PLEASE FILL IN ALL TIMES THAT APPLY
Wake-up Wake-Up
Breakfast Breakfast
School Starts at Lunch
Morning Snack Dinner
Gym Time Snacks
Recess Time Activities
Lunch Bedtime
School Ends at
Afternoon Snack
After-school activities
After school job
Dinner time
Evening Snack
Bedtime
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5B1    DIABETIC RECORD

PEDIATRIC ASSESSMENT HEALTH PROFILE

St.Vincent Diabetes Center
8220 Naab Road, Suite 102 • Indianapolis, IN 46260
Phone: (317) 338-2349 • Fax: (317) 338-2797

MEDICAL HISTORY
1. Do you have any food, drug, or latex allergies?    No    Yes, describe:___________________________________
2. Do you have any other health problems?    ADD    ADHD    Asthma    Cystic Fibrosis    

Eye or Vision Problems    Frequent Infections    Celiac Disease    Eating Disorder
Numbness/Tingling/Pain in the Hands/Feet    Joint Problems    Sleep Problems
Mental/Emotional Problems    Surgery in the past year    High Blood Pressure    High Cholesterol
Other: _____________________________________________________________________________________________

3. Are you currently having pain?    No    Yes, rate your pain:____________

If yes, is your doctor aware?    No    Yes        Where is your pain? ______________________________________
4. Do you currently smoke cigarettes or use tobacco?    No    Yes
5. Do you ever drink alcohol?    No    Yes
6. Do you use recreational drugs?    No    Yes

MEDICATION HISTORY
1. List your current diabetes medicines:

2. How often do you miss or skip a dose of insulin or diabetes medicine?
Daily    Many times per week    A few times a month    Once in a while    Never

3. Where are injections given?    Upper Arm    Thigh    Abdomen    Stomach    Buttocks
4. How are injections given?    Syringes    Pen    Do you prime the pen?    No    Yes
5. Who generally gives the injection?_______________________________________________________________________
6. How do you store insulin you are currently using?________________________________________________________
7. How do you store insulin currently not in use? ___________________________________________________________
8. Are you having any problems with injections?    No Yes, describe:___________________________________

_____________________________________________________________________________________________________
9. If you are on an insulin pump, please complete the attached Pump Self-Assessment. Otherwise, go on to #11.
10. Please list ALL other prescribed or over the counter medications or supplements you take:

0 1 2 3 4 5

Name of Medicine or Insulin How You Take
(example, by mouth) Dose or Ratios Time Taken Reason

Breakfast
Lunch
Dinner
Bedtime

Name of Medicine How You Take
(example, by mouth) Dose Time Taken Reason
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5B1    DIABETIC RECORD

PEDIATRIC ASSESSMENT HEALTH PROFILE

St.Vincent Diabetes Center
8220 Naab Road, Suite 102 • Indianapolis, IN 46260
Phone: (317) 338-2349 • Fax: (317) 338-2797

BLOOD SUGAR MONITORING
1. Name of your meter: ___________________________________________________________________________________
2. How often do you check blood sugar?    6 or more times a day    4 or more times a day    3 times a day

2 times a day    Once a day    Once a week or less    Never
3. How do you dispose of sharps/needles? _________________________________________________________________
4. What is your usual blood sugar range? Before meals: ________ to ________     After meals:________ to ________

Bedtime: ________ to ________
5. What is your target blood sugar range?    ________ to ________
6. What signs do you have with high blood sugar? __________________________________________________________
7. When your blood sugar is too high, what do you usually do? _______________________________________________

______________________________________________________________________________________________________
8. What level do you consider too low?    Under________     or    Don’t know
9. What signs do you have with low blood sugar? ___________________________________________________________
10. How often do you have low blood sugar?    Daily    Many times a week    Few times a month

Rarely    Never    Don’t know
11. When you think your blood sugar is too low, what do you do? ______________________________________________

______________________________________________________________________________________________________
12. Do you wear a bracelet or have other diabetes identification?    No    Yes
13. Do you have an in-date glucagon kit?    No    Yes

Who knows how to use the kit: __________________________________________________________________________

NUTRITION
1. Any recent weight change?   No change

My weight has changed:   Gained    Lost    How much?_______ Time span of weight change:_______
I don’t know

2. Are you happy with your current weight?    No    Yes
3. Any history of eating disorders?    No    Yes
4. Do you have any diet restrictions?    No    Yes, what: __________________________________________________
5. Have you made any diet changes since diagnosis?    No    Yes, explain: ________________________________
6. How often do you eat the following foods?

a. Fruits/Juice . . . . . . . . . . . . . . . . . . . . . . . . . . Never    Rarely    Sometimes    Often
b. Vegetables  . . . . . . . . . . . . . . . . . . . . . . . . . . Never    Rarely    Sometimes    Often
c. Milk/Yogurt/Cheese  . . . . . . . . . . . . . . . . . . . Never    Rarely    Sometimes    Often
d. Soda/Fruit Drinks  . . . . . . . . . . . . . . . . . . . . . Never    Rarely    Sometimes    Often
e. Water  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . Never    Rarely    Sometimes    Often
f. Meat/Fish/Nuts . . . . . . . . . . . . . . . . . . . . . . . Never    Rarely    Sometimes    Often
g. Fried Foods  . . . . . . . . . . . . . . . . . . . . . . . . . Never    Rarely    Sometimes    Often

7. How often do you skip meals? Never
1-2 Meals per week    3-5 Meals per week    At least 1 meal per day

8. When you eat away from home, where do you eat?    School cafeteria    Take your lunch    Fast food
Sit down restaurants    Buffets    Vending Machines    Other: ______________________________________

9. Who most often prepares your food?    Parent    Guardian    Self    Other: __________________________
10. Please write down what you actually eat for 3 days (2 weekdays and 1 weekend if possible) on the page called

3-Day Diet History.
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5B1    DIABETIC RECORD

PEDIATRIC ASSESSMENT HEALTH PROFILE

St.Vincent Diabetes Center
8220 Naab Road, Suite 102 • Indianapolis, IN 46260
Phone: (317) 338-2349 • Fax: (317) 338-2797

EXERCISE/PHYSICAL ACTIVITY
1. What do you do for physical activity: _____________________________________________________________________

______________________________________________________________________________________________________
2. How often do you do this activity?  ____________days for ____________ minutes.
3. How many hours a day do you watch TV, use the computer, or play video games?

Less than 1 hour    1 hour    2 hours    3 hours    4 hours or more

SICK DAYS
1. What do you do to manage your diabetes when you are sick? ______________________________________________

______________________________________________________________________________________________________
2. Do you have in date urine ketone strips?    No    Yes
3. Number of emergency room visits or hospital admissions for diabetes within the last 6 months:_________________
4. Number of days missed from school, daycare, work, or other usual routine because of diabetes within the last

6 months:_______________

HEALTH SERVICES SINCE DIAGNOSIS:

Health Service No Yes Don’t Know Date

Met with diabetes educator

Met with registered dietitian

Eye exam

Complete physical

Thyroid test

Celiac test

Blood pressure

Urine test for protein

A1c

Cholesterol/lipids

Dental exam

Flu shot



Patient ID

P
E

D
IA

T
R

IC
 A

S
S

E
S

S
M

E
N

T
 H

E
A

LT
H

 P
R

O
F
IL

E

21904    0212 Page 5 of 5
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LIVING WITH DIABETES
1. What does your child think is the hardest thing about diabetes?_____________________________________________

______________________________________________________________________________________________________
2. As a parent/caregiver, what are your greatest concerns/challenges in caring for your child with diabetes? ________

______________________________________________________________________________________________________
3. Do you have a Diabetes Medical Treatment Plan (DMTP) at school?    No    Yes
4. Does your child have any problems with diabetes at school?    No    Yes, please describe: ________________

______________________________________________________________________________________________________
5. Are you aware of resources in the community to support you and your child with diabetes?    No    Yes

If yes, which resources do you use:______________________________________________________________________

Parent/Guardian Signature: _______________________________________________

Relationship to Patient: ___________________________________________________

Date:_____________________________

OFFICE USE ONLY

Instructor Signature:__________________________________________________________ Date:______________________

Instructor Signature:__________________________________________________________ Date:______________________

Instructor Signature:__________________________________________________________ Date:______________________

Instructor Signature:__________________________________________________________ Date:______________________
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